Patients from collective cultures with a tradition-bound cultural background (e.g., people from the Middle East and some south European countries such as Italy and Greece), have a different perception of pain and different conceptions of healing, which up till now have not been sufficiently appreciated in modern multimodal therapeutic approaches. Inadequate knowledge of anatomy and bodily functions and traditional perceptions of pain (magic, curse, punishment, etc.) have a substantial influence on diagnostics. The pain experience is regarded holistically in relation to the body, rather than being confined to a particular part of the body. Limited access to psychological complains treatment often leads to diffuse pain. The ailing body expresses its state in social, collective, economic, migration historical, psychological and cultural terms. A multimodal interdisciplinary and culture-sensitive approach is required for the effective pain treatment of patients from a tradition-bound background.
Introduction
The multifactorial disorder model (Gatchel, 2005; Kröner-Herwig, 2009 ) generally accepted by specialists today is based on the general assumption that biological, psychological and social factors are involved in somatoform pain symptoms.
Indeed, the basis for the modern understanding of pain was laid in the 17th century; pain became a physically determined phenomenon. Around the middle of the 19th century, new methods were developed to deaden and anaesthetize pain. Since then, the interpretation and understanding of pain has been dominated by medical views. Sociocultural influences, which up to that time played an important role in
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dealing with pain, were pushed into the background (Schmiederbach, 2002; Gatchel et al. 2007 ). The debate in medical circles about the purpose and meaning of pain was intensified in the western world only in the beginning of the 20 th century.
Unsatisfied with references to a purely bodily function, circumstantial reference was made by some to relevant expositions in philosophy, pedagogics and, somewhat later, in psychology (Gatchel & Turk, 1999) .
Cultural differences in the expression and experience of pain were first discussed in anthropological medical literature (Kleinman, 1980) . In the Anglo-Saxon part of the world, it was not until the 1950s that the question as to whether the cultural background has a bearing on pain behaviour and pain perception and hence whether it is significant for treatment was addressed (Künzler, 2005) . Some studies conducted in the USA showed that cultural differences in pain behaviour do exist (Zborowski, 1969; Turner, 1989) . They revealed that both subjective pain intensity and pain sensation are closely associated with psychological factors such as attitude and motivation as well as with the ethnic background (Turner, 1989; Bates et al. 1993; McCracken et al. 2001 ).
German physicians and therapists report, for instance, that Turkish patients from rural areas and patients belonging to other ethnic groups from southern European countries present with diffuse whole-body pain more frequently than German patients (Sherman, 1943; Clark & Clark, 1980; Glier & Erim, 2007; Arratow, 1995) .
Pain, like no other sensation, is characterised by cultural influences, which also have a corresponding influence on disease perception and the behaviour associated with it (Kirmayer, 2008) . This article will discuss the perception of pain and possibilities of treating pain in migrants from family-oriented societies (which include southern Italy, Mediterranean countries and Asia, as opposed to people from what are regarded as individual-oriented societies, i.e., Europe, North America, Germany and the United Kingdom), who have migrated to Germany to live and work. The situation of refugees with PTSD in connection with pain will not be dealt with here because this would exceed the scope of the paper.
Pain perception
In archaic and antique civilisations of the Middle East (Babylonian, Assyrian and Egyptian medicine), pain perception was based on magic and religious ideas. The belief was that, e.g., headache and facial neuralgia were caused by anthropomorphic ghosts or that they were to be regarded as punishment for insulting the gods (Tainter, 1948).
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Babylonians believed that aches and pains occurring in certain parts of the body were the result of moral misconduct for which deity claimed those body parts. Ritual cleansing, prayers, sacrifices, pilgrimages to shrines were prescribed in combination with magic ceremonies to appease the gods. So-called priest-doctors or wound healers specialised in magic rituals and special therapeutic methods (medication, massage techniques, prescription of certain kinds of food, etc.).
The development of pain treatment was advanced by the Arab-Persian physician Avicena, also known as Ibn Sina (980-1037), who developed causal therapeutic, local analgesic and mind-altering treatment methods for 15 kinds of pain, which he described in his Canon Medicinae (Zimmermann, 2000) . Traditional medicine is still used not only in tradition-bound parts of the Middle East, but also in large cities in the Middle East as well as in migration communities in Europe. Various traditional healers are active not only at home but also in countries they migrate to. Such traditional healers include bone healers, religious healers, who work as magicians or sorcerers, Arab physicians carrying on the tradition of the Four Humour Theory, herbalists and women practicing the art of healing, whose help is sought particularly in dealing with gynaecological and obstetrical problems (Heine & Assion, 2005) . For instance, bone healers are still consulted for the treatment of strains, dislocations and suspected or actual bone fractures. As a rule, these religious healers are familiar with the Qur'an, but this is not a prerequisite. In many oriental countries there are also numerous traditional non-Islamic healers, known as hodjas in the Turkish culture. Religious healers are believed by some to be able to recognize magic influences such as the "evil eye", evil spirits or black magic as causes of a disease. Traditional healers are consulted for a wide variety of problems ranging from psychological, neurological, and psychosomatic ailments such as depression, epilepsy or chronic complaints to family problems, financial or work-related difficulties (Heine & Assion, 2005) .
According to Kohnen (2006) , every culture has developed strategies for dealing with pain, which correspond to its own values and norms: the Irish, for instance, preferred to withdraw when in pain because they regarded it as bad form to show they were in pain. North Americans preferred to see the doctor as early as possible to describe their complaint without displaying any emotion so that he could immediately initiate a rational treatment. Italians, Greeks, Spaniards and Portuguese expressed pain loudly and clearly in order to enlist sympathy from members of their family.
Philippinos accepted their fate fatalistically. Psychological complaints express themselves, i.a., through pain corresponding to the sufferer's cultural background (Borchert et al. 1998) . Nigerians, for instance, report having a "sensation of heat" in the head, "worm crawling" and "biting sensations" in the whole body during states of anxiety and depression (Edigbo, 1986) . Patients in psychiatric clinics in Chine Understanding and treatment of diffuse aches and pains 362 complain of "nervous exhaustion", attended by fatigue, headache, vertigo and gastrointestinal complaints (Kleinman 1980) . Many people from South America and the Mediterranean area react to psychological stress with headache, myalgia, sensations of heat, tingling sensation in the feet, heart problems and stomach complaints (Finerman, 1999 Since somatoform disorders of these patients play an important role in the work of physicians in private practice and in subsequent treatment in clinics (Keel, 2000) , we shall consider these disorders as an example and deal with them in greater detail.
One of the central problems involved in providing medical care to migrants is the somatisation of problems of psychological and social origin in the biomedically oriented sub-system of our society's medical culture Somatoform disorders are a category of disorders that comprises physical symptoms without a sufficient somatic explanation, excessive worry about a physical illness, often associated with depression, anxiety and frequent visits to the physician with negative examination results (Glier & Erim, 2007; Koch, 2003) . In in-patient rehabilitation treatment focused on the treatment of migrants, somatisation disorder is one of the most frequent diagnoses (Koch, 2003; Schmeling-Kludas, 2005; . The patients from
Middle East (Turks, Kurds, Persians, Arabs) concerned describe all complaints as if they were physical and they seem to follow an archaic perception of disease. The subjective complaint can then be symbolically represented by tiredness, crying, use of walking aids, etc.; they present themselves as broken, weak people. As a rule this regressive and appellative bearing is maintained consistently, so that these patients no longer participate even in any domestic activities.
Schmeling-Kludas (2005) examined a group of coeval patients with a migration background, from Turkey, in a psychosomatic clinic (n=184), 53% of them women.
Somatoform disorder (62%) was the most frequent initial diagnosis in 2005. Koch (2003) and Kizilhan (2008) arrived at similar results with Kurdish, Arab and Persian
Patients. From the point of view of gender-specificity, male migrants frequently complain of back problems, whereas among women headaches and pain in the lower abdomen are common. In general, pain in the rheumatic and arthritic and gastrointestinal categories is also a common complaint. In our own experience which gained at the University of Freiburg in Germany in 2008, there is a manifestly higher incidence of gastric disorders among traumatised refugees, especially among those from the Middle East who have experienced torture. It seems that some ethnic groups tend to respond to severe stressors more frequently with gastric disorders rather than with headaches, etc. Fainting spells, paralyses, blockages, hypochondriac symptoms and histrionic behaviour also occur in conjunction with physical complaints (Schmeling-Kludas, 2005; Kizilhan, 2008) .
This strict confinement to physical complaints, whose causes are often difficult to make out, frequently leads to problems in establishing the diagnosis and in therapy (Glier & Erim, 2007; Kizilhan, 2008) .
Diagnostics
Diagnosing diffuse aches and pains is an interdisciplinary task (comprising various disciplines such as psychology, medicine, psychopharmacology, physiological measures, etc. involved in diagnostics and treatment) for all ethnic groups, top priority being given to searching for a medically treatable cause (Gardea & Gatchel, 2000) . As mentioned previously, many pain syndromes are not accessible to causal treatment, which eliminates or reduces the cause of a disease. An example of causal treatment is the use of an antibiotic to kill off bacteria, thereby eliminating the cause of a disease.
As regards pain, many patients from this cultural group complain of unspecific back pain (which accounted for over 90% of all cases of persistent back pain) and are unable to explain its exact cause. The same applies to primary headaches such as migraine or headache due to tension or temporomandibular dysfunction (facial neuralgia). Fibromyalgia attended by pain in extensive regions of the body is not accessible to a simple causal explanation (Blumenstiel et al. 2004) . For this reason, a psychological diagnosis should always supplement the medical diagnosis in such cases (Lautenbacher, 2004) .
The distinguishing culture-specific feature of diagnostics of patients from tradition- out that his wife would not listen to him. Believing he was a "weak man", he had then broken down. Following ten weeks of therapy in which his wife participated, and in the course of which the connection between psychological and physical complaints was explained to him and fresh familial prospects developed (changed gender roles, dealing with tradition-bound family issues in his country of origin, etc) the patient is able to walk again confidently and without walking aids.
In analysing the behaviour of people coming from tradition-oriented cultures, it is especially important to identify relieving and withdrawal behaviour, the patient's response to preceding treatments and the medications the patient is taking.
According to the fear-avoidance (FA) model (Vlaeyen & Linton, 2000) these behaviours may initially be adaptive, but they paradoxically worsen the situation when engaged in later on. Avoidance behaviour may fuel pain, disability and depression (Leeuw et al. 2007) . In addition to possible avoidance and anxiety, the general perception of disease in these tradition-bound societies is that when the body is sick it must rest and should not move (Glier & Erim, 2007) .) Families support this relieving behaviour, thereby reinforcing the secondary gain from illness. The family thus becomes an important part of the diagnostic process, which should be taken into account, e.g., in the case of indirect anamnesis. Taking large quantities of drugs, which is associated with drug addiction, is also a familiar behavioural characteristic in tradition-bound societies. The use of opium, mandrake and henbane for pain relief is still practiced in parts of Iran, Afghanistan and Pakistan. Identifying the consequences of the patient's attitude to pain is another precondition for developing a pain model for him.
Understanding and treatment of diffuse aches and pains
366
The patient's attitudes, evaluations and convictions regarding pain must be ascertained, taking into account their cultural character and generational differences in the sense of a cognition analysis. Resources such as solidarity, familial loyalty, support from the social network and traditional methods of alleviating pain can help the patient adopt a favourable behaviour to cope in a difficult situation. Motivation analysis relates especially to the patient's readiness to change and his or her expectations of self-efficacy. Hence, patients from tradition-bound societies tend to be less willing to accept active attitudes (Glier & Erim, 2007) , such as participating in sports and physiotherapy. At this point the question arises how to motivate these patients to adopt such attitudes. A patient's willingness to "try out" a change in his attitude should already be seen as a positive sign.
The notion, for instance, that pain can be stopped through medication alone can make psychotherapeutic treatment, whose aim, initially, is to learn how "to live with pain", more difficult. In this context, it is very important to take stock of individual and cultural resources (external and/or internal ones) so that they can be applied to bringing about changes in behaviour. This means that apart from focusing on the pain, the significance of the context in which the patient lives should not be underestimated. Legacy stress like arranged marriage, female genital mutilation etc. should be paid as much attention to as culture-specific coping strategies (special relaxation and massage techniques from the country of origin, prayer, involving the family in the treatment process, etc.).
Problem-analytical diagnostics should be supplemented with questionnaires and with keeping a pain diary over a certain period. Implementing this is problematical, especially in the case of patients with a low level of education. Patients from urban areas in Turkey, Iraq or Syria are often illiterate and completely inexperienced in dealing with psychometric tests (Strate & Koch, 2000; Kirmayer & Young, 1998) , which underlines the need for a very detailed pain and social case history for patients from tradition-bound cultures.
It is also necessary to consider comorbidity, because in literature authors very often proceed from several psychological and physical diagnoses (Glier & Erim, 2007; Kizilhan, 2008) . 
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As mentioned in the foregoing, the primary objective of psychological pain therapy is to reduce the patient's impairment, which, as a rule, is associated with a reduction in the patient's subjective pain intensity. Psychological variables like Stress, distress or anxiety as well as mood and emotions, cognitive functioning, and pain behaviour play an important role during the treatment (Linton, 2000) . Psychological factors also play a significant role in the aetiology of chronic and acute pain, particularly in the transition to chronic problems. Specific types of psychological variables (perception of illness and pain, personality, culture-specific treatment etc.) emerge and may be important in distinct developmental time frames, also implying that assessment and intervention need to reflect these variables (Linton, 2000) . ). In earlier times, traditional healers developed the explanation model using a combined approach that involved magic, religious and medical aspects. This is why the patient needs to be informed, already after establishing the diagnosis, about the treatment strategy, which he/she is not familiar with, and its purpose.
The mode of action of relaxation training can be explained through the education content. Relaxation can be seen as a method of self-control to prevent recurrent pain episodes or to reduce a high tonic pain level. Hypnosis induction, dancing and meditation are known in these cultures and can be applied to good effect.
The activity range of many patients is considerably limited, so that their life is reduced to the point where it revolves only around their pain and becomes the centre of their thoughts and behaviour. In patients from tradition-bound cultures, the range of activity is additionally restricted through the assumption that the body must
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rest when in pain. Therefore, trying to expand the range of action, which is necessary to remove patient's behavioural (limited movement), emotional (diminishing depressiveness and feeling of helplessness) and cognitive (restricting pain)
limitations, is a challenging task. Building motor activities is of special significance, especially in patients suffering from back pain, so that sport therapy components are an important part of the therapy. It is not only a matter of improving muscle strength and mobility through physiotherapeutic interventions to alleviate pain, but primarily of enabling the patient to alleviate anxiety by "confronting" activities previously regarded as harmful and to help him realise that the feared negative consequences do not materialise (Kröner-Herwig & Frettlöh, 2004) . Thus, diminishing avoidance behaviour has high priority in the treatment.
It is also very important to identify a possible functional role that may be attributed to the pain. It may exist in the form of "rewarding" pain behaviour by getting more attention from the family or through negative reinforcement if the pain enables the patient to avoid aversive situations (being put on sick leave in the case of conflicts at the place of work). The patient also experiences a secondary gain from illness in the form of self-esteem stabilisation (failure attributed to pain as the cause). Pain therapy will not be successful if the significant functional connections cannot be resolved here by mediating adequate problem solutions.
Sustained treatment of the patient by one medical and psychotherapeutic caregiver has proved to be a favourable framework condition, which is relatively difficult owing to these patients' limited knowledge of German. For various reasons, there is still a large deficit in native-speaker caregivers in the outpatient health service (Koch, 2003) .
As a rule, an integration of psychological and medical pain treatment can be seen as the optimum therapy. To date, there are no studies on the effectiveness of pain treatment of people from tradition-oriented cultures living in Germany.
The culture-specific aspects summarized in Box 2 which should be taken into consideration in the treatment of patient suffering from diffuse aches and pains who come from tradition-oriented cultures. Psychoeducation  Psychoeduactive measures need to be adapted to the patient's cultural origin for the jointly developed model of the disorder to be understood and accepted.
Family involvement  Involving members of the family in the treatment can be important for both the diagnosis and the treatment in terms of the secondary gain from illness, family dynamics, etc. The family can be involved in supporting the therapy to improve the patient's skills in the sense of social competence and resources.
Medication
 From the patient's point of view, treatment by medication, surgery, physiotherapeutic measures, etc., may initially seem sufficient.
Physiotherapeutic measures and sports involving movement  Recommending sports activities in which the patient has to move despite the pain he feels often causes irritation, because from his/her viewpoint his/her body is ill and needs rest. Activities do not fit in with the perception many of these patients have of disease; part of the work involved in the treatment must therefore be dedicated to convincing the patient by providing him or her with relevant information, advice and psychotherapy. Despite regular assurances, the question in how far the newly learned movement patterns are integrated into everyday life remains open. However, if there should be no relief from pain, many patients react indignantly, feel offended and not being understood.  Passive applications such as massages, thermal therapy, etc. are accepted more readily (Glier & Erim, 2007; 
Relaxation methods
Relaxation methods such as PMR (Progressive Muscle Relaxation) and other methods of relaxation like hypnosis are accepted, but it is questionable whether these methods are also used in everyday life after the treatment is completed.
In the psychotherapeutic treatment of patients from tradition-bound cultures with traditional ideas of healing, not only the general treatment strategy should be used, but, as described in the foregoing, the patient's personal disease experience and the possible underlying history of the social network of the country of origin with a different interpretation of conflicts, stresses and diseases should be given greater consideration .
Concluding remarks
The use of culture-sensitive psychotherapy of patients from tradition-bound cultures suffering from diffuse aches and pains is indicated when the patient presents with a high degree of impairment and when he/she makes frequent use of health care services, when the diagnosis can verify that psychological factors have a bearing on the pain experience and impairment and conventional treatment methods do not provide sufficient relief due to these patients' different perception of pain. Empirical evidence with respect to the expanded use of therapy of this group of patients still needs to be provided.
The experience gathered by caregivers to date highlights the importance of interdisciplinary and culture-sensitive therapy, with medical pain therapists and psychotherapists working in cooperation with sports therapists, physiotherapists and other professionals and giving due consideration to the patients' cultural aspects according to the rules of the art.
There are, however, various factors for example in Germany, Austria and Switzerland opposing the realisation of this therapeutic approach, including the health service's structures that are averse to cooperation, the small numbers of native-speaker psychotherapists with advanced pain therapy training and the lack of psychotherapists with an adequate cultural background. In view of the relevance of pain to public health policy and the increasing number of migrants from traditionoriented cultures, steps should be taken to abolish the obstacles on the way to generally accessible, high-quality, interdisciplinary and culture-sensitive psychotherapy.
